Research in clinical psycho-oncology is becoming an area of key importance in investigating the effects of the interventions of support and/or psychotherapy with patients. This study was conducted with the aim of evaluating the effectiveness of the eye movement desensitization and reprocessing (EMDR) approach compared to a non-trauma-focused cognitive behavioral therapy (CBT) intervention. There were 11 male and 46 female participants, with mixed cancer diagnoses. Thirty-one subjects received EMDR therapy, and 26 received CBT for 12 sessions of 60 minutes each. The Symptom Checklist-90-R (SCL-90-R), COPE inventory, and Davidson Trauma Scale (DTS) were administered at three different times (T0, before intervention; T1, after the sixth session; and T2, after the 12th session); the Karnofsky Performance Status was administered at T0 only. In the EMDR group, a significant improvement was reported for the following 11 of the 17 dependent variables: COPE subscales, Avoidance Strategies and Positive Attitude; all three DTS subscales, Intrusion, Avoidance, and Hyperarousal; and 6 SCL-90-R subscales. In the CBT group, a significant improvement was reported for the following 4 of the 17 dependent variables: COPE subscales Positive Attitude and Transcendent Orientation; two DTS subscales, Intrusion, and Avoidance, with no improvement on any of the SCL-90-R subscales. This innovative study shows the value of trauma-focused treatment for patients with cancer and allows important preliminary suggestions on the usefulness of applying EMDR therapy in an oncological setting, although further research in this context is still needed.
C
ancer is one of the major health problems in many countries around the world. In Europe alone, it is estimated that more than 3.4 million people are diagnosed with cancer every year (Ferlay et al., 2013) . Clinicians and researchers agree about the potentially traumatic impact of the illness, and many studies have shown high levels of cancerrelated psychologically based suffering in a substantial proportion of patients, even though only a minority develops a clinical or subclinical form of posttraumatic stress disorders (PTSDs) as defined by Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association [APA], 2013; Mehnert & Koch, 2008; Mitchell et al., 2011; Pérez et al., 2016) . From this point of view, the study and implementation of research and intervention aimed at taking care of psychopathology reported by patients with cancer has become an area of fundamental et al., 2012) . In the first place, because posttraumatic cancer-related stress can be confused with other psychological co-conditions (e.g., different types of anxiety disorders or adjustment disorder) or with symptoms caused by the chemical effects of medical treatments (e.g., chemotherapy), and secondary, because PTSD symptoms may emerge some time (or even years) after the traumatic event.
It is therefore crucial not to use only the standardized psychodiagnostic categories in oncology but also to study and investigate even subclinical forms of suffering, especially when posttraumatic (Moreau & Zisook, 2002) . Indeed, the symptoms can emerge while remaining below the threshold of clinical attention, and in these cases, it is appropriate to mention the presence of posttraumatic symptomatology (Kazak et al., 2004) rather than the full PTSD label according to the parameters of the DSM-5 (APA, 2013) .
Regarding the typology of intervention with patients with cancer, the literature is heterogeneous: Many studies point out the efficacy of different kinds of psychological support, including psychotherapies, stress management, and supportive counseling (Espie et al., 2008; Osborn, Demoncada, & Feuerstein, 2006; Traeger, Greer, Fernandez-Robles, Temel, & Pirl, 2012) . Psychotherapy, including cognitive behavioral therapy (CBT) and supportive expressive methodologies, cover a considerable portion of the literature on clinical interventions (for a review, see Traeger et al., 2012) .
Cognitive Behavioral Therapy
CBT is considered an effective treatment for anxiety disorders in the general population (Otto, Smits, & Reese, 2004) . CBT techniques are based on the premise that anxious individuals tend to overestimate negative outcomes (Beck, Emery, & Greenberg, 1985) , which leads to avoidance and other dysfunctional coping behaviors. This premise does not automatically apply to patients with cancer, whose disease may cause severe pain, functional impairment, and even death. CBT approach to the management of anxiety in psycho-oncology must therefore address salient medical illness concerns. To bridge this gap, several authors are publishing clinical manuals tailored to individuals coping with various diseases including cancer (Moorey & Greer, 2012; Taylor, 2006; White, 2001) . For example, it has been demonstrated that CBT is effective for reducing distress in patients with breast cancer (Tatrow & Montgomery, 2006) as well as treating anxiety and improving quality of life in cancer survivors (Osborn et al., 2006) . interest both in terms of subjective quality of life and, at a macrolevel, for the management of the hospital wards and care facilities which have to deal with both the burden of physical pain and the psychological symptomatology of patients.
Today, however, the benefits of psycho-oncological interventions for patients with cancer are still unclear. There is no consensus in the international scientific panorama regarding this issue, and further research is required to draw some clear conclusions (Faller et al., 2013; Zimmermann, Heinrichs, & Baucom, 2007) . Acknowledging the theoretical biopsychosocial approach (Engel, 1977; Zachariae, 2009 ) which recognizes the fundamental mind-body link as one of the keys to read the suffering of patients, various psychological disorders associated with the disease appear to be the result of a combination of factors which incorporate both the psychological dynamics of resilience and vulnerability present before the illness and the intrinsic impact of the disease as a moment of great crisis and emotional strain.
The recent meta-analysis by Mitchell et al. (2011) , conducted on 70 international studies dealing with 10,071 patients with cancer, revealed the following percentages of presence of psychological disturbance in the oncology and hematology population, as defined by the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR) or International Classification of Diseases (ICD-10): prevalence of adjustment disorder, 19.4 (95% CI [14.5-24.8]); and prevalence of depression by DSM-IV-TR or ICD-10 criteria, 16.3% (95% CI [13.4-19.5] ). The authors also point out that combination diagnoses are common: all types of depression (major, minor, and dysthymia) occurred in 20.7% (12.9-29.8) of patients, depression or adjustment disorder in 31.6% (25.0-38.7), and any mood disorder in 38. 2% (28.4-48.6 ). The authors conclude that "interview-defined depression and anxiety is less common in patients with cancer than previously thought, although some combination of Mood Disorders occurs in 30-40% of patients . . . Clinicians should remain vigilant for mood complications, not just depression" (Mitchell et al., 2011) . In the past two decades, cancer has also begun to be studied as a potentially traumatic event, and epidemiological studies have shown the presence of a state of posttraumatic cancer-related stress in 5%-20% of patients (Smith, Redd, Peyser, & Vogl, 1999) .
These percentages are important in the light of clinical implications, in terms of cancer's etiopathogenesis and treatment (Civilotti et al., 2015; Cordova, Studts, Hann, Jacobsen, & Andrykowski, 2000; Guglielmucci, Franzoi, Barbasio, Borgogno, & Granieri, 2014; Mehnert & Koch, 2007; Mystakidou Agency for Health Care Policy and Research (AHCPR) "A" rating for adult PTSD (indicating that the evidence is based on a randomized, well-controlled clinical trial for individuals) and an AHCPR rating of level "B" for children. In the Guidelines for the Management of Conditions That Are Specifically Related to Stress, World Health Organization (2013) indicated trauma-focused CBT and EMDR as the only psychotherapies recommended for children, adolescents, and adults with PTSD.
The EMDR approach is guided by the adaptive information processing model (Shapiro, 2001 ) which posits that most psychopathology is caused by unprocessed disturbing memories. A central part of the EMDR procedure consists in the patient recalling traumatic memories while simultaneously making horizontal eye movements or receiving other kinds of bilateral stimulation (BLS), such as alternating left and right beeps or tapping. BLS is thought to elicit a sort of accelerated information processing that desensitizes the most disturbing aspects of traumatic memories and promotes their integration within the personality system. EMDR therapy has demonstrated its effectiveness not only in the treatment of PTSD but also in several psychological disorders (e.g., de Roos et al., 2010; Fernandez & Faretta, 2007; Gauvreau & Bouchard, 2008) and for the distress caused by physical diseases (e.g., Arabia, Manca, & Solomon, 2011; Glombiewski et al., 2010; Konuk, Epözdemir, Haciömeroglu Atçeken, Aydın, & Yurtsever, 2011) . In particular, in the field of oncology, Capezzani et al. (2013) found that patients in the follow-up phase of treatment, randomly assigned to EMDR or CBT treatment, were less likely to show posttraumatic symptomatology 1 month posttreatment if they received EMDR rather than CBT.
The study presented in this article was conducted with the aim of evaluating the effectiveness of therapy based on the EMDR protocol, in its specific version applied to the context of oncology (Faretta & Borsato, 2016 ), compared to CBT in patients in the active phase of cancer treatment or at the beginning of the follow-up phase, at a maximum of 1 month after the end of active treatment. The evaluation was conducted by comparing the parameters of anxiety, stress, depression, emotional balance, and active adaptation strategies. The onset of the symptoms is cancer-related (postdiagnosis), meaning that it is intended as a consequence of a stressful and potentially traumatic event (cancer disease).
Method

Participants
Research design provides a multicenter study and was conducted in seven clinics or hospitals. There were More recently, a study has tested the possibility of "Tailoring Cognitive-Behavioral Therapy to Treat Anxiety Comorbid with Advanced Cancer" (Greer, Park, Prigerson, & Safren, 2010) .
Considering the legitimate threat to survival and changes in self-schema due to the diagnosis and treatment of advanced cancer, the proposed CBT intervention has been tailored to incorporate strategies for managing the complex interplay between the psychological and medical concerns. (Greer et al., 2010) The brief treatment (six to seven sessions) consisted of four core modules: Psychoeducation and Goal Setting, Relaxation Training, Coping with Cancer Fears, and Activity Planning and Pacing. Regarding the results, "the trial is still underway, but anecdotal evidence from qualitative exit interviews suggests that patients find the tailored CBT approach relevant and useful in addressing their specific concerns regardless of cancer type."
Some surveys point out that adjustment disorder is the most commonly diagnosed emotional disorder in the cancer population (National Cancer Institute, 2004) . A study has focused specifically on treating adjustment disorder with CBT in patients with cancer. In 1998, Moorey, Greer, Bliss, and Law randomly assigned 57 patients "with evidence of abnormal adjustment to their disease or its treatment" to an 8-week CBT protocol or to 8 weeks of supportive psychotherapy. In the CBT sessions, a similar protocol named "adjuvant psychological therapy" (APT; Moorey & Greer, 1989 ) was used. It is "a brief, focused therapy for cancer patients which identifies significant problems and teaches cognitive and behavioural strategies for solving problems and inducing a positive [fighting spirit]" (Moorey, Greer, Bliss, & Law, 1998) . The group receiving CBT showed "a significant change in spirit, coping, anxiety, and self-defined problems" that persisted after a 4-month follow-up. These data indicate that interventions used by CBT therapists to treat emotional disorders can be adapted for use in the clinical environment of oncology and palliative care.
Eye Movement Desensitization and Reprocessing Therapy
The eye movement desensitization and reprocessing (EMDR) therapy is a therapeutic approach oriented to reprocess dysfunctionally stored traumatic memories. EMDR has been recognized by the International Society for Traumatic Stress Studies as an effective and empirically supported treatment for PTSD (Foa, Keane, Friedman, & Cohen, 2008) and was assigned an follow the criteria of randomization. All 57 patients agreed to participate to the study (see Table 1 ).
Research Design and Measures
The research procedure was divided into three phases: (a) preliminary phase: An initial assessment made by a psychiatrist or psycho-oncologist according to the DSM-IV-TR diagnosis and an explanation of the research; if the patient agreed, the informed consent was collected; (b) treatment phase: 12 EMDR/CBT sessions; and (c) sharing and debriefing phase. All the patients were offered a meeting to discuss the results obtained and any feelings they experienced during the therapy sessions.
The measures were administered at three different times: T0, before the intervention; T1, after the 6th session; and T2, after the 12th session. The following questionnaires were administered: the Karnofsky Performance Status (assessment phase only), the Symptom Checklist-90-R (SCL-90-R; T0, T1, T2), the COPE inventory (T0, T1, T2), the numerical rating scale (T0, T2), and the Davidson Trauma Scale (DTS; T0, T1, T2). (Karnofsky & Burchenal, 1949) . This is a scale of clinical evaluation developed to assess the level of functional adaptation to the disease to define the therapy purpose and determine the treatment plan. The scale is distributed in a percentage, ranging between 0% (death) and 100% (no disorder, no disease), where 50% indicates a condition in which help and medical care are frequently required.
The Karnofsky Performance Status Scale
The COPE Inventory (Carver, Scheier, & Weintraub, 1989; Italian adaptation by Sica et al., 2008) . This tool was created to overcome the theoretical dichotomy, widely accepted at time of its creation, between problem-focused and emotion-focused coping strategies, where problem solving and emotional management were considered separately. It can be used in the assessment of both clinical and nonclinical subjects, with administration taking about 20 minutes. The questionnaire is composed of 60 items, and the subject is asked to indicate what he or she generally does and feels when experiencing stressful events or situations, using a 4-point Likert scale (1 5 I do not usually do it, 2 5 I sometimes do it, 3 5 I do it with some frequency, 4 5 I almost always do it). The questionnaire clusters the answers in five dimensional factors, corresponding to five scales: Social Support, Avoidance Strategies, Positive Attitude, Problem Orientation, and Transcendent Orientation.
57 patients with different types of cancer (see Table 1 ). The inclusion criteria were (a) age 20-75 years, (b) good understanding of Italian, and (c) being in an active phase of treatment or in a follow-up phase for no more than 30 days. The exclusion criteria were (a) a Karnofsky Performance Status of ,50%, (b) being in a terminal stage of the disease, and (c) having a disabling psychiatric disorder.
Thirty-one subjects were treated with EMDR therapy and 26 with CBT. The mean age of the EMDR group was 51.45 (SD 5 11.555), whereas in the CBT group, it was 53.28 (SD 5 11.023). The EMDR and CBT groups were comparable in terms of age and gender (p , .05).
All of the subjects had a diagnosis that fell within the Anxiety Disorders and/or the Depressive Disorders spectrum, according to the criteria of the DSM-IV-TR (APA, 2000), and had been considered suitable for brief psychotherapeutic treatment carried out by the oncology units of each hospital. The assignation to EMDR or CBT treatment was determined by location (the hospital where the therapist worked), which is why the division in the two groups did not the mind and the body, and how traumatic experience may have a negative influence on the present and future. After that, the clinician proceeds with the installation of the safe place (Shapiro, 2001 (Shapiro, , 2002 . In the third phase, dedicated to assessment, clinician and patient identify which aspects of the target will be processed. The patient then selects an expression which states a negative self-belief associated with the event. Some typical negative cognitions (NCs) in the psycho-oncology context are associated with safety (e.g., "My body doesn't belong to me anymore"; "I can't run away"), control (e.g., "I'm not in control"; "I'm weak"; "There is nothing I can do"), or responsibility (e.g., "I'm the cause of my cancer"; "It is my fault"; "I should have done").
Then the patient chooses a positive self-statement to trust (positive cognition [PC] ). This statement should incorporate an internal sense of safety, personal value, and control (e.g., "I am lovable"; "I can face cancer or cancer treatments"; "I can control my body and my emotions"). The fourth step is the phase of desensitization and BLS. After verifying the stability of the PC identified by the patient during the assessment, the therapist proceeds to install it.
Phases 6-8 are similar to the standard protocol (Shapiro, 2001) . For further clinical details about the protocol, see Faretta (2014) and Faretta and Borsato (2016) .
Cognitive Behavioral Therapy Treatment. The CBT provided in this study was not a manualized procedure, and it was not a trauma-focused intervention. For the treatment plan of the CBT group, specific guidelines for patients with cancer were followed, with reference to the studies mentioned in the description of CBT (Greer et al., 2010; Moorey & Greer, 2012) . CBT sessions firstly provided an assessment phase and psychoeducation on the emotional impact of cancer. To treat symptoms of anxiety and hyperarousal, CBT therapists used progressive relaxation techniques with instruction regarding diaphragmatic breathing, imaginal exposure, and exposure in vivo. In the CBT approach, particular attention is given to the beliefs and cognitive distortions related to the disease. For the cognitive restructuring of negative thoughts, rational emotive behavior therapy was used (Abrams & Ellis, 1994) , together with systematic desensitization. Intrusive thoughts were treated with "shifting of attention" techniques.
The adaptation strategies are considered equally important, and the therapist and patient often plan the daily activities together, focusing on implementing adaptive strategies and actively supporting the change of negative pathogenic beliefs. Defining, recognizing, (Davidson et al., 1997) . This scale investigates the presence of a symptomatology attributable to the area of PTSD. It was created with reference to the symptomatological definitions proposed by DSM-IV-TR; with this tool, it is possible to measure the frequency and severity of PTSD symptoms to assess, for example, the effectiveness of treatment for each category of symptom over time. The DTS is composed of 17 items corresponding to the criterions listed in the DSM-IV-TR and categorized as follows: Reexperiencing Intrusion (I), Avoidance (A), and Hyperarousal (HA). For each item, the patient evaluates the frequency and severity of conditions presented by referring to the previous week. To each response is assigned a score on a 5-point scale (0 to 4), for a possible 136 points. All the questionnaires used in this study were self-administered.
Davidson Trauma Scale
Procedure
The psychotherapy sessions were conducted by expert psychotherapists (6-15 years of experience with CBT and/or EMDR therapy) according to the respective theoretical models and consisted of 12 sessions of 60 minutes. EMDR Therapy. The EMDR protocol for patients with cancer developed by Faretta (in press) followed the eight phases of the standard protocol, with particular attention to the aspects linked with the cancer experience. Following Capezzani et al. (2013) , the treatment focused only on traumatic memories related to the oncological disease and did not address any previous traumatic events. All eight phases of EMDR were accomplished.
The first phase of the EMDR stage-oriented trauma treatment in psycho-oncology is focusing on patient's account of his or her medical history. The second phase starts with psychoeducation about both the EMDR approach and the cancer event, with a specific component aimed at explaining the link between median score of the pretest (T0). A positive difference indicated that the score at the posttest was greater than the pretest and vice versa (Presaghi, 2007) .
The choice of using median scores instead of mean scores was determined by the violation of normality assumption: Nonparametric procedures were adopted because it was not possible to assume that the outcome was normally distributed. The assignation to EMDR or CBT treatment was actually determined by location, which is why the division in the two groups did not follow the criteria of randomization.
The study was conducted with the aim of evaluating the effectiveness of therapy based on the EMDR protocol in its specific version applied to the context of oncology (Faretta & Borsato, 2016) compared to CBT in patients in the active phase of treatment or at the beginning of the follow-up phase, at a maximum of 1 month after the end of active treatment.
Results
Results at Baseline
The analysis of the homogeneity of the sample at T0, between the scores obtained by the EMDR group and the scores obtained by the CBT group, was performed on dependent variables: COPE inventory (Social Support, Avoidance Strategies, Positive Attitude, Problem Orientation, and Transcendent Orientation), DTS (Intrusiveness, Avoidance, Hyperarousal, and Total Index), and SCL-90-R (Somatization, Obsessiveness Compulsiveness, Hypersensitivity Interpersonal, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, and Psychoticism).
The null hypothesis of the Mann-Whitney U test expects the distribution between categories (EMDR group-CBT group) to be the same. All variables were equally distributed between the groups except the COPE test index of Avoidance, which returned a significant value of p 5 .30. It may be concluded that the groups were almost totally homogeneous at T0 compared to the dependent variables under examination except for the coping strategy based on avoidance, which results higher in the EMDR group compared to the CBT group
Intragroup Analysis: EMDR Group
Analyzing only the results in the EMDR group by time, the results of the Friedman test are significant, indicating differences exist between T0, T1, and T2 in several dependent variables (Table 2) .
For the COPE, the Friedman test has a p value , .001 for both Avoidance Strategies and Positive and activating somatic resources, eventually with the support of a structured physical activity program, was also used for this purpose. Finally, homework and diary entries were employed to generalize and stabilize the new behavioral patterns and to minimize the eventuality of an anxious/depressive relapse.
Defining and reenforcing the therapeutic alliance (e.g., constant sharing of expectations and results; management of separation between the sessions; an empathic, open attitude toward the sufferings of the patient) was considered a crucial factor throughout the 12 sessions. Even if all of the techniques mentioned earlier were employed with the 26 subjects of the CBT group, the prevalence of one or another was decided by the therapist in accordance to the specificity of the patient. This "tailor-made" approach was aimed to maximize the positive effect of the therapy, addressing medical issues of a major critical event such as the cancer disease.
Statistical Analysis. The analyses were conducted using the IBM SPSS Statistics 21 software. Nonparametric procedures were used because of the violation of normality assumption: From the data gathered in the study, it was not possible to assume that the outcome was approximately normally distributed.
The analysis of the homogeneity of the whole sample in relation to sociodemographic variables was performed with the Mann-Whitney U test (age) and Fisher's exact test (gender). The analysis of homogeneity between the two groups at T0 in relation to the dependent variables investigated (COPE inventory, DTS, SCL-90-R) was performed with the Mann-Whitney U test. These first two steps make it possible to draw some preliminary conclusions on the effectiveness of the treatment without including any differences in clinical variables between the two groups at baseline.
The analysis of differences within the groups over time was performed with the Friedman test for nonparametric repeated measures comparisons. The post hoc analyses (Kolmogorov-Smirnov pairwise comparisons) were performed when the Friedman test returned significant p values (p , .05).
The study of the differences between the groups (treatment effect) at T2 was performed on the differential scores using the Mann-Whitney U test. This step was planned to determine whether the changes between the T0 and T2 groups (EMDR and CBT) were the same or whether their difference in terms of efficacy was statistically significant. The differential scores for the two groups were calculated as the difference between the median scores of the posttest (T2) and the EMDR  CBT  T0-T1  T1-T2  T0-T2  T0-T1  T1-T2  T0-T2   COPE Attitude. Post hoc analyses performed with the Kolmogorov-Smirnov test return a significant value for the comparison between T0 and T2 in both variables, and there is also significant decrease in the mean rank of Avoidance Strategies from T0 to T1.
Regarding the DTS scores, all three subscales (Intrusion, Avoidance, and Hyperarousal) have a significant p value on the Friedman test, and there are also significant differences between T0-T1 and T1-T2 at the post hoc analysis of the Kolmogorov-Smirnov test.
Finally, in the EMDR group, all the mean ranks enlisted departing from the SCL-90-R scores register a significant Friedman p value in all of the subscales. Moreover, with the exception of the Hostility and the Phobic Anxiety subscales, all report a significant decrease already in the passage from T0 to T1. For Hostility, the decrease between T1 and T2 is significant, whereas for Phobic Anxiety, only the difference between T0 and T2 is significant.
Intragroup Analysis: Cognitive Behavioral Therapy Group
Focusing on the result of the CBT group by time (see Table 2 ), the Friedman test reports a significance increase in the mean ranks of Positive Attitude and Transcendent Orientation scores. The post hoc analysis reveals that the main increase in both the coping strategies is because of the passage from T0 to T1. In the DTS mean rank scores, there are significant decreases for Intrusion and for Avoidance symptomatology registered from T0 to T2, whereas there is no significant decrease in any of the SCL-90-R subscales.
Comparison: EMDR Effectiveness Versus Cognitive Behavioral Therapy
The differential scores for the two groups were computed as the difference between the median scores of the posttest (T2) and the median scores of the pretest (T0). The analysis of the differences of the median differential scores was performed with the MannWhitney U test and is summarized in Table 3 . The Mann-Whitney U test applied to the differential scores has a significant p value in the Avoidance Strategies and Positive Attitude subscales for the COPE in favor of EMDR (Figure 1) . A significant, positive difference in favor of EMDR was also found between the two groups in all three subscales of the DTS: Avoidance and Hyperarousal with a p value  .01 and Intrusiveness with a p value  .005 ( Figure 2 ). On the SCL-90-R, Somatization, Obsessiveness Compulsiveness, Depression, and Anxiety show a particularly significant difference (p  .005), followed by Phobic Anxiety (p  .01) and Psychoticism (p  .05) subscales (Figure 3 ).
Whereas the difference between the two groups is statistically significant, it may be concluded that in relation to the variables in our sample, the intervention based on EMDR trauma-focused therapy was more effective than supportive CBTs.
Discussion
Outcomes
Considering the explorative nature of the hypothesis, it may be concluded that both the approaches-the protocol based on EMDR therapy, adapted to the oncological context, and CBT-provided satisfactory results with patients with cancer.
EMDR demonstrated efficacy in the reduction of psychological symptoms within the first six sessions (T1). This is a crucial point in the hospital setting and, generally, in health psychology because time is often limited and marked by the rhythm of the therapies. Working for targets within a temporally defined framework promotes the activation of personal resources and empowers the patient, leading to a relative increase of the quality of life in the short term.
The analysis of the comparison of the differential scores points out that 11 out of the 17 dependent variables investigated reported a decisive improvement in the EMDR group compared to the CBT group. The variables are Avoidant Strategies and Positive Attitude subscales for the COPE, all three subscales of the DTS (Intrusion, Avoidance, and Hyperarousal), Somatization, Obsessiveness Compulsiveness, Depression, Anxiety, Phobic Anxiety, and Psychoticism subscales of the SCL-90-R.
Value of Trauma Therapy
We interpret the significative improvements obtained by the EMDR group in the short term, compared to the CBT group, as an implication of the well-documented efficacy of EMDR approach in the treatment of PTSD and in the reduction of symptoms characterized by traumatic etiology. This interpretation is in accordance with the conceptualization of cancer as a highly specific traumatic event. The results are in line with the Capezzani and colleague's (2013), whose outcomes on the DTS showed a significant improvement in patients undergoing EMDR compared to the CBT group for the total scale and each subscale.
The patients treated with EMDR also reported statistically greater benefit than the CBT patients on six of the nine scales that compose the SCL-90-R (Somatization, Obsessiveness Compulsiveness, Depression, Anxiety, Phobic Anxiety, and Psychoticism). These data may indicate that different kinds of symptomatology could be underpinned by the same traumatic etiology. Regarding styles
Limitations
The study presents some methodological limitations. One of the limits that could undermine the internal validity of the research is represented by the nonrandom assignment of the participants to the groups. According to the definition of internal validity by which this "follows the conclusions about the causal nature of the relationship between X (type of treatment) and Y (outcome)" (Lauriola & Leone, 2007) , this nonrandomization could have led to misleading conclusions about the effectiveness of the treatments. This possibility was limited by performing nonparametric tests to ensure good study validity, without making any assumptions about the probability distributions of the variables studied.
Other limitations are because of the small number of included patients treated with CBT or EMDR, a nonhomogeneity of cancer type, and the lack of fidelity control on the adherence of treatment sessions to the respective theoretical models. Finally, as is common when clinical and research contexts are combined, there can be subjective factors relating to the skill or personal characteristics of the therapist. These features can significantly impact on nonspecific treatment variables such as the development of a therapeutic alliance or other factors, but are often impossible to control in a research design. of coping, patients treated with EMDR benefited more than those treated with CBT on the Avoidance Strategies scale (whose values significantly declined) and Positive Attitude. Significantly, there is previous evidence of the effectiveness of trauma-focused CBT and EMDR therapy in mitigating avoidant coping styles (Leiner, Kearns, Jackson, Astin, & Rothbaum, 2012) , suggesting that trauma-focused CBT may be more effective than supportive CBT in the improvement of coping styles.
These data point out the usefulness of conceptualizing the cancer-related psychological symptoms in terms of PTSD or acute stress disorder rather than adjustment disorder. The theoretical shift is supported by the traumatic nature of the event (cancer diagnosis) that implies the possibility of serious physical damage or even death. DSM-5 (APA, 2013) goes in this direction, having now incorporated the adjustment disorder in the same chapter with PTSD and acute stress disorder, thus recognizing the common diagnostic criteria of "being exposed to a traumatic or stressful event." Addressing the outcomes of this "exposition" is probably the key to a successful intervention with patients with cancer, whether it is EMDR therapy or trauma-focused CBT. This study contributes to the hypothesis that cancer-related psychological suffering should usefully be conceptualized and treated in the theoretical framework of trauma. It is important to note that, in this study, the CBT treatment provided, even if tailored on the specificity of cancer disease, was primarily supportive, so to a large extent the research compared a trauma-focused treatment (EMDR) with a supportive therapy (CBT). Comparing EMDR outcomes with trauma-focused CBT would be an excellent topic for future research.
Conclusion
The EMDR therapeutic intervention with patients with cancer is aimed to restore the balance of emotional and relational aspects, promote resilience factors, and allow traumatic experiences related to the disease to be processed. This study allows us to draw some preliminary conclusions on the application of the EMDR protocol and on the evaluation of its effectiveness, compared to supportive CBT. Further development of EMDR in an oncology setting requires a more substantial production of research, demonstrating the ability of this approach to appropriately integrate the cancer story into the life story of the person.
